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RESUMO 

 
 

ASSOCIAÇÃO ENTRE SUCÇÃO NUTRITIVA E NÃO NUTRITIVA E 

MALOCLUSÃO NA DENTIÇÃO MISTA 

 

 

AUTOR: GLAUBER SOUSA BELITZ 
ORIENTADORA: Prof.ª Dr.ª MARIANA MARQUEZAN 

 
 

Objetivo: O objetivo do estudo foi avaliar a associação entre maloclusões na dentição mista, 

amamentação e hábitos de sucção não nutritiva pregressos em escolares. Métodos: Foram 

avaliados 547 escolares em fase de dentição mista, com idade entre 7 e 13 anos, através de 

questionários e exame clínico. Modelos de regressão de Logística Binomial e Multinomial 

foram utilizados para avaliar a associação entre aleitamento materno e hábitos de sucção digital 

e de chupeta de acordo com os desfechos mordida cruzada posterior, alterações de 

sobressaliência e de sobremordida. Resultados: Indivíduos que tinham o hábito de sucção não 

nutritiva tiveram 2,16 vezes mais chance de apresentar mordida aberta anterior (MAA) (OR 

2,16; 95% IC 1,07-4,33) e 2,39 vezes maior chance de apresentar mordida cruzada posterior 

(MCP) (OR 2,39; 95% IC 1,56-5,49). Crianças amamentadas exclusivamente até os seis meses 

de idade apresentaram maior frequência de normalidade para sobressaliência e sobremordida e 

os menores índices de MCP. Entretanto, na análise ajustada, o aleitamento materno não 

apresentou associação com as maloclusões estudadas na fase da dentição mista. Conclusão: O 

aleitamento materno não apresentou associação com o desenvolvimento de maloclusões 

enquanto os hábitos pregressos de sucção não nutritivos demonstraram-se associados ao 

desenvolvimento de maloclusões na dentição mista. 

 
 
Palavras Chaves: Dentição mista. maloclusão. Aleitamento materno. Hábitos. 
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ABSTRACT 

 

 

ASSOCIATION BETWEEN MALOCCLUSIONS, NUTRITIVE AND NON-

NUTRITIVE SUCKING HABITS IN SCHOOL-AGE CHILDREN IN THE MIXED 

DENTITION STAGE 

 

AUTHOR: GLAUBER SOUSA BELITZ 
ADVISOR: Prof.ª Dr.ª MARIANA MARQUEZAN 

 

 

Aim: The aim of this study was to evaluate the association between malocclusions in the mixed 

dentition stage, breastfeeding and past non-nutritive sucking habits in school-age children. 

Methods: In total 547 school children in the mixed dentition stage, in the age-range between 7 

and 13 years, were evaluated, by means of questionnaires and clinical examinations. Binomial 

and Multinomial Logistic Regression Models were used to evaluate the association between 

breastfeeding, finger and pacifier sucking habits, according to the outcomes posterior cross bite, 

changes in overjet and overbite. Results: Individuals who had non-nutritive sucking habits had 

2.16 times more chance of having anterior open bite (AOB) (OR 2,16; CI 95%, 1.07-4.33). 

Individuals who had non-nutritive sucking habits had 2.39 times more chance of having 

posterior cross bite (PCB) (OR 2.39; CI 95%, 1.56-5.49). Children who were exclusively 

breastfed up to six months of age had higher frequency of normality for overjet and overbite, 

and the lowest PCB indexes. However, in adjusted analysis, breastfeeding showed no 

association with the malocclusions studied, in the mixed dentition stage. Conclusion: 

Breastfeeding was not associated with the development of malocclusions, while past non-

nutritive sucking habits were associated with the occurrence of malocclusion in mixed 

dentition.  
 
 

Keywords: Mixed dentition. Malocclusion. Breastfeeding. Habits. 
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1 INTRODUÇÃO 

 

A Organização Mundial da Saúde indica o aleitamento materno exclusivo até o sexto 

mês de vida dos bebês, salientando os benefícios nutricionais e imunológicos que são oferecidos 

(World Health Organization, 2017). Além destes benefícios, a sucção no seio materno propicia 

o correto posicionamento das estruturas orofaciais implicando em uma importante matriz de 

estímulos neuromusculares para o correto crescimento e desenvolvimento as estruturas do 

sistema estomatognático (Thomaz, Cangussu, Assis, 2012).  

O leite materno é o melhor alimento para os bebês, pois contém altos níveis de vitaminas 

e minerais, enzimas, leucócitos e imunoglobulinas que suplementam o sistema imunológico, 

protegendo de alergias, doenças respiratórias, infecções bacterianas e virais, e distúrbios de 

digestão. A longo prazo, bebês amamentados com leite materno, têm menor chance de serem 

obesos ou com sobrepeso, de desenvolver diabetes tipo 2 e apresentam melhor desempenho em 

testes de inteligência (Larsson, 2001; Charchut et al., 2003; Peres et al., 2007, Suzely et al., 

2008). 

O aleitamento pode acontecer não só pelo seio materno mas também em copo ou 

mamadeira. Constitui-se em o hábito deletério a substituição do aleitamento pela sucção digital 

ou da chupeta (Lopes et al., 2015; Abreu et al., 2016; Faria et al., 2018). As evidências 

disponíveis não inferem o aleitamento artificial como fator causal no desenvolvimento de 

alterações do sistema estomatognático, porém, ele pode suprimir a amamentação materna. A 

amamentação materna constitui um fator de proteção para o desenvolvimento da sucção não-

nutritiva (Suzely et al., 2008), sabidamente envolvida na etiologia de maloclusões (Chen et al., 

2015; Ogaard et al., 1994; Yonezu et al., 2013, Sun, et al., 2015). A introdução de hábitos orais 

não nutritivos é considerada fator de risco para o desenvolvimento de maloclusões (Bishara et 

al., 2006; Scavone et al., 2007) tais como: mordida cruzada posterior (Scavone et al., 2007; 

Macena et al., 2009; Hebling et al., 2008) e mordida aberta anterior (Hebling et al., 2008), que 

são as mais prevalentes em crianças (Faria et al., 2013).  Dessa maneira, acredita-se que a 

amamentação possa ser um fator de proteção ao desenvolvimento de maloclusões (Warren et 

al., 2002, Narbutyte et al., 2013). 

Mordida cruzada posterior entende-se como a inversão da oclusão onde os dentes 

póstero inferiores ocluem por vestibular em relação aos dentes póstero superiores. A 

prevalência dessa maloclusão apresenta ampla variação no Brasil, sendo descrita em 11,6% a 

54% das crianças (Peres et al., 2007). Esta variação pode ser explicada pela diversidade racial 

e miscigenação da população brasileira e também por variações metodológicas nos estudos. 
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Sobressaliência é a distância no sentido horizontal entre a vestibular dos incisivos 

inferiores e a face palatina dos incisivos superiores, e ainda, sobremordida entende-se como a 

distância entre as incisais dos incisivos superiores e os incisivos inferiores em sentido vertical 

(Moyers, 1990). Variações entre 0,5 mm e 3,5 mm são consideradas normais na dentição mista 

(Proffit et al, 2012). Sobremordida igual a zero ou com valores negativos é considerada como 

mordida aberta anterior. Sobremordida maior que 3,5 mm é considerada sobremordida 

profunda. Sobressaliência igual a zero ou com valores negativos é considerada como mordida 

cruzada anterior. Já a sobressaliência maior que 3,5mm é considerada como sobressaliência 

acentuada. De acordo com os dados do SB Brasil 2010, no sul do Brasil, a prevalência de 

sobremordida profunda foi de 9,9% e da sobressaliência aumentada foi de 33,1% (SB BRASIL, 

2010). 

A sucção do seio materno exige muito da musculatura perioral. O exercício repetido 

promove o correto desenvolvimento da musculatura, aumenta o tônus e garante o 

posicionamento correto da língua favorecendo que as funções orais corretas sejam estabelecidas 

(Thomaz E, Cangussu M; Assis AM., 2012, Joanna Briggs Institute, 2006).  A falta do 

aleitamento materno resulta na criança fazendo menos exercícios orais, levando ao 

subdesenvolvimento da musculatura, postura incorreta de lábios e língua e favorecendo a 

aquisição de maus hábitos orais, a introdução de hábitos deletérios favorecendo o surgimento 

de maloclusões (Thomaz E, Cangussu M; Assis AM., 2012, Joanna Briggs Institute, 2006, 

Karjalainen et al., 1999). 

A presença de hábitos deletérios favorece o desenvolvimento inadequado das estruturas 

periorais podendo acarretar também em alterações funcionais, como o estabelecimento do 

modo respiratório oral ou oronasal (Peres et al., 2007, Peres et al., 2015). O posicionamento 

incorreto das estruturas orais ou as alterações funcionais podem acarretar em distúrbios do sono 

como sono agitado e ronco (Peres et al., 2007, Karjalainen et al., 1999). 

A literatura não fornece um critério único para definir o surgimento de uma maloclusão, 

mas uma vez estando em processo ou estabelecida, deve-se atentar para sua interceptação e 

correção (Chen et al., 2015, Peres et al., 2017). Identificar a etiologia e o diagnóstico precoce 

das más oclusões se faz de fundamental importância para uma correta assistência profissional, 

aconselhando a interrupção dos hábitos de sucção, associada ou não ao tratamento ortodôntico 

interceptativo (Kobayashi et al., 2007, Romero et al., 2011). Embora a remoção precoce dos 

hábitos deletérios propicie a autocorreção de algumas más oclusões, comumente é necessária 

alguma intervenção não apenas para evitar alterações dentoesqueléticas, e também para 
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eliminar fatores perpetuantes que possam modificar o padrão de deglutição e a fala (Faria et al., 

2013, Bauman et al., 2018, Joanna Briggs Institute, 2006). 

Já sabido que o aleitamento materno é fator de proteção para o desenvolvimento de más 

oclusões na dentição decídua (Kobayashi et al., 2007, Peres et al., 2015) e que há associação 

entre hábitos deletérios e o desenvolvimento de más oclusões (Karjalainen et al., 1999, 

Kobayashi et al., 2007, Romero et al, 2011, Bueno et al., 2013, Faria et al., 2013, Sousa et al., 

2014, Chen et al., 2015, Peres et al., 2015, Hermont et al., 2015, Faria et al., 2018, Costa et al., 

2018). Entretanto, há carência na literatura de estudos que avaliem tais relações na dentição 

mista. 

Os levantamentos epidemiológicos são importantes para o conhecimento da prevalência 

e tipologia das doenças bucais, conhecendo a situação de saúde da população e os fatores que 

influenciam, podendo basear ações e avaliar o impacto das propostas para alterar a situação 

encontrada. Dada a carência de levantamentos epidemiológicos em escolares para avaliação das 

maloclusões nesta fase da dentição, esse trabalho propôs-se avaliar se existe associação entre 

maloclusões na dentição mista, a amamentação e hábitos de sucção não nutritivos pregressos 

em escolares de 7 a 13 anos da cidade de Santa Maria, Rio Grande do Sul.  

 

2 OBJETIVOS 

 

2.1 Objetivo geral 

 

Avaliar se existe associação entre maloclusões na dentição mista, a amamentação e 

hábitos de sucção não nutritiva pregressos em escolares com idade entre 7 e 13 anos, da cidade 

de Santa Maria, Rio Grande do Sul, no ano de 2015. 

 

2.2 Objetivos específicos 

 

Avaliar a associação entre as maloclusões de mordida cruzada posterior, alterações de 

sobressaliência (aumentada ou diminuída/mordida cruzada anterior) e alterações de 

sobremordida (profunda ou diminuída/mordida aberta anterior) com: 

a) hábitos de sucção: 

● Nutritivos (aleitamento materno e uso de mamadeira), e  

● Não nutritivos (sucção digital e uso de chupeta). 

b) variáveis fisiológicas:  
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● modo respiratório,  

● qualidade do sono, e  

● ronco. 

c) e ainda com as variáveis demográficas e socioeconômicas:  

● sexo,  

● idade,  

● raça, e  

● escolaridade materna. 
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ABSTRACT 

Introduction: The aim of this study was to evaluate the association between 

malocclusions in the mixed dentition stage, breastfeeding and past non-nutritive sucking habits 

in school-age children.  

Methods: In total 547 school children in the mixed dentition stage, in the age-range 

between 7 and 13 years, were evaluated, by means of questionnaires and clinical examinations. 

Binomial and Multinomial Logistic Regression Models were used to evaluate the association 

between breastfeeding, finger and pacifier sucking habits, according to the outcomes posterior 

cross bite, changes in overjet and overbite.  

Results: Individuals who had non-nutritive sucking habits had 2.16 times more chance 

of having anterior open bite (AOB) (OR 2,16; CI 95%, 1.07-4.33). Individuals who had non-

nutritive sucking habits had 2.39 times more chance of having posterior cross bite (PCB) (OR 

2.39; CI 95%, 1.56-5.49). Children who were exclusively breastfed up to six months of age had 

higher frequency of normality for overjet and overbite, and the lowest PCB indexes. However, 

in adjusted analysis, breastfeeding showed no association with the malocclusions studied, in 

the mixed dentition stage.  

Conclusions: Breastfeeding was not associated with the development of malocclusions, 

while past non-nutritive sucking habits were associated with the occurrence of malocclusion in 

mixed dentition. 

 

Introduction 

In Brazil, the prevalence of malocclusion in deciduous and permanent dentition in  5- 

and 12-year-old children was evaluated in a nationwide epidemiological survey called SB 

Brasil in 2010, which aimed to use epidemiology to support planning and propose continuous 

practices for assessing and monitoring damage, risks and determinants of the health-disease 

process1. According to these data, 22.9% of 5-year-old, and 40% of 12 years-old children had 

malocclusion. A systematic review2 revealed that the overall need for malocclusion treatment 

in adolescents was 39%, a situation similar to that of Brazil. It is known that malocclusions, 

especially severe malocclusions in the esthetic zone, impact oral health-related quality of life 

in children and adolescents3, because it affects their social wellbeing 3,4, due to impaired 

functions such as eating, sleeping4 and speech5. 

Right from the time they are born, babies receive neuromuscular stimuli that induce 

development of the stomatognathic system, which may favor or harm the correct arrangement 

of the orofacial structures.  These stimuli may arise from nutritive sucking, either during 
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breastfeeding, or be artificially induced with the feeding bottle; or by non-nutritive sucking, 

such as finger or pacifier sucking habits. In this context, even if the child is exclusively 

breastfed for a period of up to at least one year of age, and the fact that this constitutes a 

protective factor against the development of malocclusions in primary dentition6, the 

introduction of deleterious habits acts as a modulator of growth and development of the 

structures7. Non-nutritive sucking habits are known to be associated with the development of 

malocclusion in primary dentition8-10 and that the short time of breastfeeding is a risk factor for 

the early introduction of oral non-nutritive sucking habits6. Pacifier sucking and time of 

exposure to this stimulus appear to be some of the most harmful among the other deleterious 

habits6,9. In this context, nutritive and non-nutritive sucking habits affect not only the anatomy 

of the stomatognathic system, but their functions as well. Breastfeeding promotes stimuli to the 

structures responsible for mastication and swallowing6,11 as well as for nasal breathing12. During 

breastfeeding, the tongue assumes an elevated position in the direction of the incisive papilla to 

enable sucking with more intense and forceful movements. In addition, lip sealing around the 

nipple and areola favors the nasal breathing mode11. Whereas the deleterious habits favor 

inadequate positioning of the structures, such as a low position of the tongue in the floor of the 

mouth13, which results in deficient transverse maxillary growth, favoring a deficit in respiratory 

functions.  Moreover, inadequate development of the structures, and reduction in respiratory 

conditions favor the development of respiratory sleep disorders14, and malocclusions. 

In pre-school-aged children, accentuated overjet and anterior open bite appear as the 

malocclusions most associated, when pacifier use is considered15. Furthermore, there is a high 

prevalence of posterior cross bite when associated with non-nutritive sucking habits started at 

an early stage and persisting for a long period of time9,16. In addition to being highly prevalent, 

malocclusions also cause impact on social well-being and oral health-related quality of life of 

the individuals, because occlusal imbalance and non-esthetic aspects due to malocclusion have 

been reported to be factors associated with significant episodes of bullying among children, in 

addition to a worse oral health-related quality of life (OHRQoL)17,18. 

The influence of breastfeeding and non-nutritive sucking habits on the development of 

occlusion and of the stomatognathic system in primary dentition have been extensively 

investigated and positive associations have been found6-11,13,19-22. However, their influence on 

the continuity of craniofacial growth is still being questioned, since only few previous studies 

have evaluated these factors throughout the stage of mixed dentition23,24. 

The aim of this study was to evaluate whether there is association between 

malocclusions and nutritive and non-nutritive sucking habits in school-age children in the 
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mixed dentition stage. The conceptual hypothesis was that breastfeeding and non-nutritional 

sucking habits were associated with the development of malocclusions. 

 

Material and Methods 

Study Design and Sample 

The research was conducted by means of an epidemiological survey with a cross-

sectional approach, in the city of Santa Maria, Rio Grande do Sul, Brazil, in 2015. Prior to data 

collection, the research was approved by the Research Ethics Committee of the Federal 

University of Santa Maria under Protocol Number 08105512.0000.5346. The parents or legal 

guardians of the participants signed a Term of Free and Informed Consent, and the schools were 

provided with information about the objectives and procedures, and agreed to participate, by 

means of signing the Term of Institutional Authorization;  

In the year of data collection, the Municipality had an estimated population of 261.031 

inhabitants, of whom 30.216 (11.57%) were enrolled in primary schools, and 10.569 (34.97%), 

enrolled in 26 primary schools in the state network. Nine schools in the state network were 

selected, according to the different administrative regions, and weight of the school. Based on 

the list of pupils enrolled, the children between 7 and 13 years of age were invited to participate 

in the study, totaling 1550 children. Sampling was performed randomly by using a two-stage 

cluster sampling method, with schools being considered the primary sampling unit and the 

children, the secondary sampling unit.  

The initial sample of the study was composed of 1550 children invited to participate in 

the study. Among these, 948 children had the consent of their legal guardians to participate 

(response rate of 61.2%). Of these, the following were excluded: those who did not have a 

permanent first molar (n=42); those who were in the stage of primary (n=2) or permanent 

(n=73) dentition, those who had premature loss of teeth (n=2); those with history of orthodontic 

(n=43) or speech language (n=22) treatment, and those who had cognitive limitations (n=3). 

The other children were excluded because they did not appear at the school on the days when 

the evaluations were performed (n=165), for reasons of being transferred to another school 

during the period of the research (n=43), or due to refusing to undergo the clinical exams (n=6). 

The final sample considered for this study, therefore, consisted of 547 children in the stage of 

mixed dentition, in the age-range between 7 and 13 years. 

For calculating the sample size, a standard error of 5% was considered, confidence level 

of 95%, and prevalence of malocclusion of 27.5% in the group exposed (breastfeeding for less 

than 12 months) and 8.6% in the non-exposed group (breastfeeding for longer than 12 months)9. 
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The ratio of non-exposed to exposed subjects was 2:1, and statistical power of 90%. 

Considering a design effect of 1.6 and adding 30% for possible losses/ refusals, the minimum 

sample size was estimated at 395 children. 

 

Data Collection 

 Data collection was performed throughout the year 2015. The team was composed of 5 

examiners, all previously trained to apply the questionnaires, and calibrated for the clinical 

exams. Four trained and calibrated dentists performed the orthodontic measurements. The 

calibration phase was carried out in a laboratory on the premises of Federal University of Santa 

Maria. Theoretical classes and practical training were provided by a gold standard examiner in 

the area (M.M.), using different plaster models. Subsequently, the examiners were calibrated 

by examining 30 randomly selected children in one school. Children were re-evaluated twice 

by each dentist with a 15-day interval between exams. The inter and intra-examiner agreement 

values were higher than 0.70 for all orthodontic measures. A single speech-language therapist, 

considered gold standard in the area (L.C.B) performed all the speech-language assessments. 

To measure the intra examiner reproducibility, 30 children were evaluated at school and 

reassessed after one week. The Kappa value for this assessment exceeded 0.70 for all measures. 

The exams were performed face-to-face, under natural light, with the patient's jaw in 

occlusion, in order to evaluate the three planes of  interarch relationships, based on the Foster 

and Hamilton Index25: a) transverse - unilateral or bilateral posterior crossbite (present/or 

absent); b) sagittal - changes in overjet (increased or diminished/anterior crossbite);  and c) 

vertical - changes in overbite (deep or diminished/anterior open bite). 

Posterior crossbite was recorded when at least one maxillary posterior tooth occluded 

in a palatal position to the buccal cusp of the opposing mandibular tooth. Overjet and overbite 

measurements were performed using a WHO probe (Millennium - Golgran, São Caetano do 

Sul, SP, Brazil), for measurements in millimeters13,25,26. As regards overjet and overbite, 

measurements between 0.5 and 3.5 mm were considered adequate; accentuated, when equal to 

or over 4 mm, and diminished, when equal to or below 0 mm, showing evidence of anterior 

cross bite or anterior open bite27.  

Other clinical variables were: the presence of sleep disorder (0=absent and 1= present), 

respiratory mode (0=normal or 1=oral/oronasal) and position of the tongue (0= normal or 1= 

changed). Sleep disorder was evaluated through a questioner send to the parents. Respiratory 

mode and position of the tongue were evaluated by a single calibrated speech therapist using 
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an evaluation form composed of data extracted from the Orofacial Protocol with Scores 

(OMES)28.  

The behavioral variables were collected by means of a structured questionnaire, as has 

been done in previous studies22,29. Data on the presence of non-nutritional feeding habits was 

collected, dichotomized into 0= absence or 1= presence of habit, and analyzed. Introduction of 

feeding bottle data was evaluated based on the period when the child began to use the feeding 

bottle, and was categorized into 0= did not use, 1= before the age of 6 months, and 2=after the 

age of 6 months. Breastfeeding data were evaluated based on the time in months, and with 

reference to the fact of having been exclusive. For analysis, the variable was categorized into 

0= exclusive up to 6 months, 1= not exclusive; 2= did not breastfeed. 

The demographic and socioeconomic variables were collected by means of a semi-

structured questionnaire and included the following data: sex (female or male), skin color 

(white or non-white), mother’s educational level. Age data were collected in years and 

categorized into thirds: 7-8, 9-10 and 11-13 years. Mothers’ educational level data were 

collected in complete years of schooling, and afterwards dichotomized into incomplete (< 8 

years) and complete (> 8 years) primary schooling. 

 

Statistical Analysis 

The data were analyzed by means of the STATA version 14.0 statistical software 

(StataCorp. 2014. Stata Statistical Software: Release 14.0. College Station, TX: StataCorp LP). 

Three outcomes were considered: (1) overjet (adequate/anterior cross bite/accentuated), (2) 

overbite (adequate/anterior open bite/deep) and posterior crossbite (present/absent). 

Descriptive analysis of the demographic, socioeconomic, behavioral and clinical characteristics 

of the sample was performed.  

Binomial and Multinomial Logistic Regression Models were used to evaluate the 

association between the characteristics of the sample, according to the outcomes posterior cross 

bite, overjet and overbite, respectively. The predictive variables that showed a p-value of p ≤ 

0.20 in the non-adjusted analysis were included in the adjusted model. The results are presented 

as odds ratio (OR) and a respective confidence interval of 95% (CI 95%). The level of 

significance considered was 0.05. The analyses were first conducted considering the sample 

design in clusters. When testing the empty model, no context variability was observed in the 

outcomes (p> 0.05), therefore it was justifiable no to use multilevel analysis. 
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Results  

In the final sample of 547 children, 500 were evaluated for overjet, 513 for overbite, 

and 538 in relation to PCB, due to the lack of some data for each specific outcome in some 

sample units. The mean age was 9.6 (SD 1.59) years. The majority of pupils were of the female 

sex (54.7%) and white skin color (79.2%). Relative to the socioeconomic level, the majority 

were children of mothers who had at least 8 years of formal education (67,3%). Considering 

the remaining characteristics, 57.8% were observed to have received exclusive breastfeeding 

up to 6 months of age, 37% had some form of sleep disturbance, and 77% had an oral or 

oronasal respiratory mode. Approximately 67.6% of the individual had at least some type of 

malocclusion, with deep overbite being the most prevalent type in the sample (46.6%) (Table 

I). 

Table II shows the distribution of the characteristics of the sample with the different 

types of malocclusion evaluated. The presence of accentuated overjet and deep overbite were 

more frequent in pupils of the male sex.  Children who were exclusively breastfed up to six 

months of age had higher frequency of normality for overjet and overbite, and the lowest PCB 

indexes. Children with changed posture of the tongue and those who had oral or oronasal 

respiratory modes had higher frequency of anterior open bite and posterior cross bite. 

Adjusted and non-adjusted analysis among predictive variables with regard to overjet 

outcome, are presented in Table III. In the non-adjusted model, skin color, sex, respiratory mode 

and non-nutritive sucking habits were associated with the outcome (p<0.05) (Table III). In the 

adjusted analysis, individuals of the non-white skin color were observed to have more chance 

of having ACB (OR 2.58; CI 95%, 1.03-6.48). Individuals of the male sex (OR 1.60; CI 95%, 

1.09-2.47) and who had the oral/oronasal respiratory mode (OR 2;00; CI 95%,1.32-3.04) had 

more chance of having accentuated overjet (Table IV). 

Table IV presents the non-adjusted and adjusted analyses among the predictive variables 

with regard to the presence of overbite. In the non-adjusted analysis, sex, age, non-nutritive 

sucking habits, respiratory mode and position of the tongue were associated with the outcome 

(p<0.05) (Table V). After adjustment, Individuals who had non-nutritive sucking habits were 

observed to have 2.16 times more chance of having AOB (OR 2,16; CI 95%, 1.07-4.33). 

Whereas those who had an altered position of the tongue had 4.58 more chance of having AOB 

(OR; 4.58, CI 95%, 2.29-9.12). As regards deep overbite, it was observed that the older the age, 

the higher the probability of the child having deep overbite. Furthermore, it was observed that 

individuals with changed position of the tongue had less chance of having deep overbite (OR 

0.29; CI 95%, 0.15-0.56). 
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The adjusted and non-adjusted Analyses among the predictive variables with regard to 

the outcome PCB are presented in Table V. In the non-adjusted analysis, the non-nutritive 

sucking habit and presence of change in the position of the tongue were associated with the 

presence of PCB (p<0.05). After adjustment, only non-nutritive sucking habit maintained 

association, in which individuals who had the habit had 2.39 times more chance of having PCB 

(OR 2.39; CI 95%, 1.56-5.49). 

  

Discussion 

 The aim of this study was to evaluate whether there was association between 

breastfeeding and non-nutritive sucking habits and the occurrence of different types of 

malocclusions in school children in the stage of mixed dentition. The findings partially 

confirmed the conceptual hypothesis because the presence of non-nutritive sucking habits was 

associated with a higher prevalence of AOB and PCB, but not with the presence of altered 

overjet. In addition, exclusive breastfeeding was not significantly associated with the 

occurrence of malocclusion in this stage of dentition. This finding was in agreement with that 

of Abreu et al (2015)23, who conducted a systematic review and stated that there was no 

association between breastfeeding and the occurrence of malocclusion in mixed and permanent 

dentition. However, was in disagreement with Limeira et al (2013)24, who conducted a cross-

sectional study and found that the prevalence of posterior crossbite gradually decreased as the 

duration of exclusive breast-feeding increased. 

The major portion of the children received exclusive breastfeed up to 6 months of age. 

The mothers’ degree of enlightenment and socioeconomic level is believed to have contributed 

to this datum, possibly because the majority of the mothers had at least 8 years of formal 

education, in agreement with Heck et al. (2006), who found a positive association between 

maternal education and breastfeeding30. In non-adjusted analysis, children who were 

exclusively breastfed up to six months of age had higher frequency of normality for overjet and 

overbite, and the lowest PCB indexes. However, when the variables were adjusted, this effect 

disappeared. We hypothesized that this happened because when deleterious habits were 

introduced, it was no longer possible to perceive the positive effect of breastfeeding on 

occlusion.  

The presence of past non-nutritive sucking habits involved higher prevalence of AOB 

and PCB, in agreement with previous studies, which have found association between non-

nutritive sucking habits and AOB9,29,31 and PCB 9,29,32. The literature has shown that the 
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presence of AOB was mainly associated with the use of a pacifier9,31, whereas for PCB, thumb 

sucking was associated to a larger extent31. 

The adjusted analysis showed that the changed position of the tongue was associated 

with AOB. Furthermore, children with the oronasal respiratory mode had a two times higher 

prevalence of overjet, in agreement with previous literature29. For a long time, it has been 

known that there is a relationship between stomatognathic system anatomy – which includes 

the dental occlusion – and its physiology – represented by mastication, swallowing, speech and 

breathing33. Therefore, when children are exposed to a non-nutritive sucking habit, this is 

capable of triggering a cascade of alterations in the system, depending on intensity, duration 

and frequency of the habit34.  

Non-white children had higher prevalence of ACB when compared with the white 

children. When the variable skin color was dichotomized, Asiatic and Black children were 

included in the non-white category. It is known that Africans have a high prevalence of negative 

overjet35 and that Class III malocclusions are more prevalent among Asiatics26,35, which could 

have been reflected in the expression of anterior cross bite.  

Children of the male sex had higher prevalence of accentuated overbite. A previous 

study found higher prevalence of malocclusions in the male sex36 and Class II is also more 

associated with this sex37. Furthermore, children from 9 to 13 years of age have higher 

prevalence of deep overbite when compared with children from 7 to 8 years old. A previous 

study13 found similar results, pointing out that with the advance in age and increase in time of 

exposure to etiological factors, these may be predisposing factors for this malocclusion. 

Moreover, the changed position of the tongue appeared to be a factor of protection against deep 

overbite, since this increased the risk of AOB, as shown in the present study. 

The finding showed the high prevalence of malocclusions in mixed dentition, as deep 

overbite was present in 46.6%, and increased overjet in 28% of the children with mixed 

dentition. Whereas a previous study found a prevalence of 30.6% of deep overbite and 26.9% 

of increased overjet29.  

As strong points of this study, the technique of sample selection and the use of a sample 

that was representative of the population  are pointed out. The exclusion criteria applied led to 

significant loss of the initial sample invited to participate in the study, however, the minimum 

number suggested by the sample calculation was exceeded. Furthermore, the evaluations made 

in conjunction with professionals in the areas of Orthodontics and Orofacial Motricity are 

highlighted, considering that the human body, in its complexity, works with inter-relations of 
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different systems and that [in general] integral care and scientific studies lack attention from 

the different professional areas. 

This study had limitations such as the use of a questionnaire sent to the families for data 

collection, with questions that referred to past issues such as breastfeeding, the introduction of 

the bottle feeding and non-nutritive sucking habits. The parents may possibly have been unable 

to provide accurate answers, causing a memory bias. Moreover, in a cross-sectional study, it is 

only possible to establish association between the predictors and the outcomes, but no causal 

relations could be determined. In this sense, it is suggested that longitudinal studies should be 

conducted.  

Nevertheless, the recommendation of exclusive breastfeeding up to six months 20 to be 

continued up to two years of age38 is unquestionable because of its nutritional and 

immunological benefits, and for the development of the stomatognathic system38. However, the 

role of deleterious habits on the development of malocclusions in the mixed dentition stage was 

evident in this study, since growth and development are complex and multifactorial parts of the 

process. In this sense, it is important for public health managers to encourage good habits and 

behaviors related to oral health, by discouraging deleterious habits and encouraging exclusive 

breastfeeding. The repercussions of this approach could be improving outcomes in oral health, 

greater social well-being and quality of life in this group of the population.  

 

Conclusions 

Breastfeeding was not associated with the development of malocclusions, while past 

non-nutritive sucking habits were associated with the occurrence of malocclusion in mixed 

dentition.  
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Table I - Distribution of sample according to demographic, socioeconomic, behavioral and 
clinical characteristics (n=547) 
 

Variables n % 
Demographic and Socioeconomic Variables   

Sex 

Female 
Male 

 

299 
248 

 

54.7 
45.3 

Age 

7-8 years 
9-10 years 

11-13 years 

 

156 
207 

182 

 

28.6 
38.0 

33.4 

Skin color 
White 

Non white 

 
433 

114 

 
79.2 

20.8 

Mothers’ Educational level 

< 8 years 
> 8 years 

 

171 
352 

 

32.7 
67.3 

Behavioral Variables   
Breastfeeding  

Exclusive > 6 months 

Non=exclusive up to 6 months 

Not breastfed 

 
316 

169 

62 

 
57.8 

30.9 

11.3 

Non-nutritive Sucking Habits 
No 

Yes 

 
264 

283 

 
48.3 

51.7 

Introduction of feeding bottle 
Does not use 

Before 6 months 

After 6 months 

 
51 

180 

50 

 
18.1 

64.1 

17.8 
Clinical Characteristics   

Sleep Disturbance 

Absent 

Present 

 

344 

202 

 

63.0 

37.0 
Respiratory mode 

Normal 

Oral/Oronasal 

 

126 

421 

 

23.0 

77.0 
Position of Tongue 

Normal 

Altered 

 

445 

99 

 

81.8 

18.2 
Overjet/overlap  

Adequate 

ACBa 

Accentuated 

 

339 

21 

140 

 

67.8 

4.2 

28.0 
Overbite 

Adequate 

AOBb 

Deep 

 

222 

52 
239 

 

43.3 

10.1 
46.6 

Posterior Crossbite 

Absent 

Present 

 

478 

60 

 

88.9 

11.1 
Values lower than 547 were due to absence of data 
aACB: anterior crossbite; bAOB; anterior open bite. 
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Table II: Distribution of sample characteristics according to presence of different types of malocclusions. 
 

 
Overjet [n (%)] Overbite [n (%)] PCB [n (%)] 

Adequate ACB Accentuate
d Adequate AOB Deep Absent Present 

Demographic and Socioeconomic 
Variables 

        

Sex 
Female 
Male 

 
201  (72.6) 
138  (61.9) 

 
11  (4.0) 
10  (4.5) 

 
65  (23.4) 
75  (33.6) 

 
136  (47.5) 
86  (37.9) 

 
32  (11.2) 
20  (8.8) 

 
118  (41.3) 
121  (53.3) 

 
256  (87.1) 
222  (90.9) 

 
38  (12.9) 
22  (9.1) 

Age 
7-8 years 
9-10 years 
11-13 years 

 
88  (69.8) 
123  (63.7) 
127  (70.9) 

 
8  (6.4) 
7  (3.6) 
6  (3.4) 

 
30  (23.8) 
63  (32.6) 
46  (25.7) 

 
72  (54.1) 
81  (40.9) 
69  (38.3) 

 
19  (14.3) 
22  (11.1) 
10  (5.6) 

 
42  (31.6) 
95  (48.0) 
101  (56.1) 

 
133  (87.5) 
179  (88.2) 
164  (90.6) 

 
19  (12.5) 
24  (11.8) 
17  (9.4) 

Skin color 
White 
Non White 

 
268  (67.9) 
71  (67.6) 

 
12  (3.0) 
9  (8.6) 

 
115  (29.1) 
25  (23.8) 

 
172  (42.4) 
50  (46.7) 

 
36  (8.9) 
16  (15.0) 

 
198  (48.7) 
41  (38.3) 

 
377  (88.5) 
101  (90.2) 

 
49  (11.5) 
11  (9.8) 

Mothers’ Educational level 
< 8 years 
> 8 years 

 
102  (64.6) 
217  (68.0) 

 
9  (5.7) 
12  (3.8) 

 
47  (29.8) 
90  (28.2) 

 
64  (39.5) 
151  (46.1) 

 
19  (11.7) 
30  (9.1) 

 
79  (48.8) 
147  (44.8) 

 
150  (88.8) 
306  (88.7) 

 
19  (11.2) 
39  (11.3) 

Behavioral Variables         
Breastfeeding  

Exclusive > 6 months 
Non=exclusive up to 6 months 
Not breastfed 

 
201  (70.8) 
103  (65.6) 
35  (59.3) 

 
11  (3.9) 
8  (5.1) 
2  (3.4) 

 
72  (25.3) 
46  (29.3) 
22  (37.3) 

 
132  (54.1) 
66  (41.2) 
24  (40.0) 

 
29  (9.9) 
13  (8.2) 
10  (16.7) 

 
132  (45.0) 
81  (50.6) 
26  (43.3) 

 
277  (89.1) 
145  (87.3) 
56  (91.8) 

 
34 10.9 

21  (12.7) 
5  (8.2) 

Non-nutritive Sucking Habits 
No 
Yes 

 
177  (71.7) 
162  (64.0) 

 
12  (4.9) 
9  (3.6) 

 
58  (23.4) 
82  (32.4) 

 
106  (42.1) 
116  (44.4) 

 
15  (5.9) 
37  (14.2) 

 
131  (52.0) 
108  (41.4) 

 
243  (93.8) 
235  (84.2) 

 
16  (6.2) 
44  (15.8) 

Introduction of feeding bottle 
Does not use 
Before 6 months 
After 6 months 

 
26  (54.2) 
113  (67.3) 
31  (70.4) 

 
4  (8.3) 
6  (3.5) 
2  (4.6) 

 
18  (37.5) 
49  (29.2) 
11  (25.0) 

 
18  (36.7) 
71  (41.5) 
24  (51.1) 

 
8  (16.3) 
14  (8.2) 
9  (19.1) 

 
23  (47.0) 
86  (50.3) 
14  (29.8) 

 
44  (89.8) 
157  (88.2) 
38  (79.2) 

 
5  (10.2) 
21  (11.8) 
10  (20.8) 

Clinical Characteristics         
Sleep Disturbance 

Absent 
 

74  (67.9) 
 

4  (3.7) 
 

31  (28.4) 
 

52  (46.4) 
 

7  (6.3) 
 

53  (47.3) 
 

112  (89.6) 
 

13  (10.4) 
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Present 265  (67.8) 17  (4.4) 109  (27.9) 170  (42.4) 45  (11.2) 186  (46.4) 366  (88.6) 47  (11.4) 
Respiratory mode 

Normal 
Oral/Oronasal 

 
235  (73.7) 
103  (57.2) 

 
11  (3.5) 
10  (5.6) 

 
73  (22.9) 
67  (37.2) 

 
135  (41.9) 
86  (45.3) 

 
23  (7.1) 
29  (15.3) 

 
164  (50.9) 
75  (39.4) 

 
307  (90.6) 
170  (85.9) 

 
32  (9.4) 
28  (14.1) 

Position of Tongue 
Normal 
Altered 

 
290  (69.2) 
48  (61.5) 

 
18  (4.3) 
3  (3.9) 

 
111  (26.5) 
27  (34.6) 

 
177  (41.9) 
43  (48.9) 

 
23  (5.5) 
29  (33.0) 

 
222  (52.6) 
16  (18.1) 

 
396  (90.6) 
79  (80.6) 

 
41  (9.4) 
19  (19.4) 

ACB: anterior crossbite; AOB: anterior open bite; PCB: posterior crossbite.
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Table III: Adjusted and non-adjusted analysis among predictive variables with regard to 
overjet outcome, determined with the use of Multinomial Logistic Regression 
 

Variables 
ACB  Accentuated Overjeta 

Non-adjusted 
ORb (CIc 95%) 

Adjusted 
ORb (CIc 95%)  

Non-adjusted 
ORb (CIc 95%) 

Adjusted 
ORb (CIc 95%) 

Demographic and 
Socioeconomic Variables      
Sex 

Female 
Male 

 
1 

1.32 (0.54-3.20) 

 
1 

1.27 (0.52-3.11)  

 
1 

0.82 (0.49-1.36) 
1 

1.60 (1.09-2.47)* 
Age 

7-8 years 
9-10 years 
11-13 years 

 
1 

0.62 (0.21-1.79) 
0.51 (0.15-1.55) 

- 

 

 
1 

1.50 (0.89-2.51) 
1.06 (0.62-1.81) 

- 

Skin color 
White 
Non white 

 
1 

2.83 (1.14-6.98)- 
1 

2.58 (1.03-6.48)*  

 
1 

0.82 (0.49-1.36) 
1 

0.74 (0.44-1.26) 
Mothers’ Educational 
level 

< 8 years 
> 8 years 

 
1 

0.62 (0.25-1.53) 

- 
 

 
1 

0.90 (0.58-1.37) 

- 

Behavioral Variables      
Breastfeeding  

Exclusive > 6 months 
Non-exclusive 
Not breastfed 

 
1 

1.41 (0.55-3.63) 
1.04 (0.22-4.91) 

 
1 

1.56 (0.58-4.15) 
1.10 (0.22-5.50)  

 
1 

1.24 (0.80-1.93) 
1.75 (0.96-3.18) 

 
1 

1.09 (0.68-1.74) 
1.43 (0.75-2.69) 

Non-nutritive Sucking 
Habits 

No 
Yes 

 
1 

0.81 (0.33-1.99) 

 
1 

0.76 (0.30-1.95)  

 
1 

1.54 (1.03-
2.30)* 

 
1 

1.53 (0.93-2.19) 
Introduction of feeding 
bottle 

Does not use 
Before 6 months 
After 6 months 

 
1 

0.34 (0.09-1.31) 
0.41 (0.07-2.47) 

- 

 

 
1 

0.62 (0.31-1.24) 
0.51 (0.20-1.27) 

- 

Clinical Characteristics      
Sleep Disturbance 

Absent 
Present 

 
1 

1.18 (0.38-3.63) 
- 

 

 
1 

0.98 (0.61-1.57) 
- 

Respiratory mode 
Normal 
Oral/Oronasal 

 
1 

2.07 (0.85-5.03) 

 
1 

1.80 (0.72-4.46)  

 
1 

2.09 (1.39-
3.13)* 

1 
2.00 (1.32-3.04)* 

Position of Tongue 
Normal 
Altered 

 
1 

1.00 (0.28-3.54) -  

 
1 

1.46 (0.87-2.47) 
- 

*P<0.05; aACB: anterior cross bite; bOR: odds ratio; cCI: confidence interval; Category of reference: adequate 
overjet 
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Table IV: Adjusted and non-adjusted analysis among predictive variables with regard to 
overbite outcome, determined with the use of Multinomial Logistic Regression 
 

Variables 
AOBa  Deep Overbited 

Non-adjusted 
ORb (CIc 95%) 

Adjusted 
ORb (CIc 95%) 

 Non-adjusted 
ORb (CIc 95%) 

Adjusted 
ORb (CIc 95%) 

Demographic and 
Socioeconomic Variables 

     

Sex 
Female 
Male 

 
1 

0.93 (0.53-1.83) 
- 

  
1 

1.62 (1.11-2.34)* 

0.011* 

Age 
7-8 years 
9-10 years 
11-13 years 

 
1 

1.02 (0.51-2.05) 
0.54 (0.23-1.26) 

 
1 

0.95 (0.45-1.99) 
0.46 (0.19-1.13)  

 
1 

2.01 (1.24-3.25)* 
2.50 (1.53-4.08)* 

 
1 

2.06 (1.26-3.38)* 
2.65 (1.61-4.38)* 

Skin color 
White 
Non white 

 
1 

1.52 (0.79-2.98) 

 
1 

1.68 (0.79-3.54)  

 
1 

0.71 (0.44-1.12) 

 
1 

0.64 (0.39-1.03) 
Mothers’ Educational level 

< 8 years 
> 8 years 

 
1 

0.66 (0.35-1.27) 
- 

  
1 

0.78 (0.52-1.17) 
- 

Behavioral Variables      
Breastfeeding  

Exclusive > 6 months 
Non-exclusive 
Not breastfed 

 
1 

0.89 (0.43-1.83) 
1.89 (0.81-4.39) 

- 

  
1 

1.22 (0.81-1.83) 
1.08 (0.59-1.98) 

- 

Non-nutritive Sucking 
Habits 

No 
Yes 

 
 
1 

2.25 (1.17-4.34)* 
1 

2.16 (1.07-4.33)* 

 
 
1 

0.75 (0.52-1.08) 

 
1 

0.79 (0.54-1.16) 
Introduction of feeding 
bottle 

Does not use 
Before 6 months 
After 6 months 

 
1 

0.44 (0.16-1.21) 
0.84 (0.27-2.61) 

- 

  
1 

0.94 (0.47-1.89) 
0.45 (0.18-1.12) 

- 

Clinical Characteristics      
Sleep Disturbance 

Absent 
Present 

 
1 

1.96 (0.83-4.62) 
- 

  
1 

1.07 (0.69-1.65) 
- 

Respiratory mode 
Normal 
Oral/Oronasal 

 
1 

1.97 (1.07-3.64)* 

 
1 

1.26 (0.64-2.51) 

  
1 

0.71 (0.48-1.05) 
1 

0.75 (0.42-1.33) 
Position of Tongue 

Normal 
Altered 

 
1 

5.19 (2.73-9.85)* 

 
1 

4.58 (2.29-9.12)* 

  
1 

0.29 (0.16-0.54)* 
1 

0.29 (0.15-0.56)* 
*P<0.05; aACB: anterior crossbite; bOR: odds ratio; cCI: confidence interval; dCategory of reference: adequate 
overbite 
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Table V - Adjusted and non-adjusted analysis among predictive variables with regard to 
posterior crossbite outcome, determined with the use of Multinomial Logistic Regression 
 

 Posterior Crossbite 

Variables 
Non-adjusted  Adjusted 

OR (CI 95%)  OR (CI 95%) 

Demographic and 
Socioeconomic Variables 

   

Sex 
Female 
Male 

 
1 

0.66 (0.38-1.16) 

  
1 

0.68 (0.38-1.22) 
Age 

7-8 years 
9-10 years 
11-13 years 

 
1 

0.93 (0.49-1.78) 
0.72 (0.36-1.45) 

 

- 

Race 
White 
Non white 

 
1 

0.83 (0.42-1.67) 

  
- 

Mothers’ Educational level 
< 8 years 
> 8 years 

 
1 

1.00 (0.56-1.80) 

  
- 

Behavioral Variables    
Breastfeeding  

EBF up to 6 months 
Non-exclusive 
Not breastfed 

 
1 

1.17 (0.66-2.10) 
0.72 (0.27-1.94) 

  
1 

0.84 (0.45-1.55) 
0.46 (0.17-1.28) 

Non-nutritive Sucking Habits 
No 
Yes 

 
1 

2.8 (1.56-5.17) 

  
1 

2.39 (1.56-5.49)* 
Introduction of feeding bottle 

Does not use 
Before 6 months 
After 6 months 

 
1 

1.17 (0.41-3.30) 
2.31 (0.72-7.37) 

 

- 

Clinical Characteristics    
Sleep Disturbance 

Absent 
Present 

 
1 

1.10 (0.57-2.11) 

  
- 

Respiratory mode 
Normal 
Oral/Oronasal 

 
1 

1.58 (0.92-2.71) 

  
1 

1.42 (0.79-2.53) 
Position of Tongue 

Normal 
Altered 

 
1 

2.32 (1.28-4.21) 

  
1 

1.86 (0.99-3.52) 
*p<0.05; aOR: odds ratio, prevalence ratio  bCI: confidence interval. 
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4 CONCLUSÕES  

 
Foi possível observar a influência dos hábitos deletérios no desenvolvimento de más 

oclusões na dentição mista, pontuando: 

A sucção não nutritiva apareceu como fator de risco para o desenvolvimento de mordida 

cruzada posterior; 

A presença de sucção não nutritiva e a posição alterada da língua aumentam o risco de 

desenvolver mordida aberta anterior.  

Crianças com modo respiratório oronasal apresentam maior risco no desenvolvimento 

de overjet acentuado; 

A posição alterada da língua aparece associada a mordida aberta anterior. 
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ANEXO 1 - Guia para Autores American Journal of Orthodontics and Dentofacial 

Orthopedics. 
 

AMERICAN JOURNAL OF ORTHODONTICS AND DENTOFACIAL 
ORTHOPEDICS 

 
Official Journal of the American Association of Orthodontists, its constituent societies, the 
American Board of Orthodontics, and the College of Diplomates of the American Board of 
Orthodontics 
 

Article structure 

 

Introduction 

 

Provide an adequate background so readers can understand the nature of the problem and its 

significance. State the objectives of the work. Cite literature selectively, avoiding a detailed 

literature survey or a summary of the results. 

 

Material and Methods 

 

Provide sufficient detail to allow the work to be reproduced. If methods have already been 

published, indicate by a reference citation and describe only the relevant modifications. Include 

manufacturer information (company name and location) for any commercial product 

mentioned. Report your power analysis and ethics approval, as appropriate. 

 

Results 

 

Results should be clear and concise. 

 

Discussion 

 

Explain your findings and explore their significance. Compare and contrast your results with 

other relevant studies. Mention the limitations of your study, and discuss the implications of 

the findings for future research and for clinical practice. Do not repeat information given in 

other parts of the manuscript. 

 

Conclusions 
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Write a short Conclusions section that can stand alone. If possible, refer back to the goals or 

objectives of the research. 

 

Essential title page information 

 

• Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid 

abbreviations and formulae where possible. 

 

• Author names and affiliations. Please clearly indicate the given name(s) and family name(s) 

of each author and check that all names are accurately spelled. You can add your name between 

parentheses in your own script behind the English transliteration. Present the authors' affiliation 

addresses (where the actual work was done) below the names. Indicate all affiliations with a 

lower-case superscript letter immediately after the author's name and in front of the appropriate 

address. Provide the full postal address of each affiliation, including the country name and, if 

available, the e-mail address of each author. 

 

• Corresponding author. Clearly indicate who will handle correspondence at all stages of 

refereeing and publication, also post-publication. This responsibility includes answering any 

future queries about Methodology and Materials. Ensure that the e-mail address is given and 

that contact details are kept up to date by the corresponding author. 

 

• Present/permanent address. If an author has moved since the work described in the article 

was done, or was visiting at the time, a 'Present address' (or 'Permanent address') may be 

indicated as a footnote to that author's name. The address at which the author actually did the 

work must be retained as the main, affiliation address. Superscript Arabic numerals are used 

for such footnotes. 

 

Highlights 

 

Highlights are optional yet highly encouraged for this journal, as they increase the 

discoverability of your article via search engines. They consist of a short collection of bullet 

points that capture the novel results of your research as well as new methods that were used 

during the study (if any). Please have a look at the examples here: example Highlights. 
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Highlights should be submitted in a separate editable file in the online submission system. 

Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters, 

including spaces, per bullet point). 

 

Abstract 

 

A structured abstract using the headings Introduction, Methods, Results, and Conclusions is 

required for Original Article, Systematic Review, Randomized Controlled Trial, and Techno 

Bytes. An unstructured abstract is acceptable for Case Report and Clinician's Corner. 

 

Graphical abstract 

 

Although a graphical abstract is optional, its use is encouraged as it draws more attention to the 

online article. The graphical abstract should summarize the contents of the article in a concise, 

pictorial form designed to capture the attention of a wide readership. Graphical abstracts should 

be submitted as a separate file in the online submission system. Image size: Please provide an 

image with a minimum of 531 × 1328 pixels (h × w) or proportionally more. The image should 

be readable at a size of 5 × 13 cm using a regular screen resolution of 96 dpi. Preferred file 

types: TIFF, EPS, PDF or MS Office files. You can view Example Graphical Abstracts on our 

information site. 

Authors can make use of Elsevier's Illustration Services to ensure the best presentation of their 

images and in accordance with all technical requirements. 

 

Acknowledgments 

 

Collate acknowledgments in a separate section at the end of the article before the references; 

do not include them on the title page, as a footnote to the title page, or otherwise. List here those 

individuals who provided help during the research (eg, providing help with language or writing 

assistance, or proofreading the article). 

 

Formatting of funding sources 

 

List funding sources in this standard way to facilitate compliance to funder's requirements: 
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Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, 

yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United 

States Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of grants and awards. 

When funding is from a block grant or other resources available to a university, college, or 

other research institution, submit the name of the institute or organization that provided the 

funding. 

If no funding has been provided for the research, please include the following sentence: 

This research did not receive any specific grant from funding agencies in the public, 

commercial, or not-for-profit sectors. 

 

Artwork 

 

Image manipulation 

 

Whilst it is accepted that authors sometimes need to manipulate images for clarity, manipulation 

for purposes of deception or fraud will be seen as scientific ethical abuse and will be dealt with 

accordingly. For graphical images, this journal is applying the following policy: no specific 

feature within an image may be enhanced, obscured, moved, removed, or introduced. 

Adjustments of brightness, contrast, or color balance are acceptable if and as long as they do 

not obscure or eliminate any information present in the original. Nonlinear adjustments (e.g. 

changes to gamma settings) must be disclosed in the figure legend. 

 

Electronic artwork 

 

General points 

• Make sure you use uniform lettering and sizing of your original artwork. 

• Embed the used fonts if the application provides that option. 

• Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, 

Symbol, or use fonts that look similar. 

• Number the illustrations according to their sequence in the text. 

• Use a logical naming convention for your artwork files. 

• Provide captions to illustrations separately. 

• Size the illustrations close to the desired dimensions of the published version. 
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• Submit each illustration as a separate file. 

• Ensure that color images are accessible to all, including those with impaired color vision. 

A detailed guide on electronic artwork is available. 

 

You are urged to visit this site; some excerpts from the detailed information are given 

here. 

 

Formats 

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, 

Excel) then please supply 'as is' in the native document format. 

Regardless of the application used other than Microsoft Office, when your electronic artwork 

is finalized, please 'Save as' or convert the images to one of the following formats (note the 

resolution requirements for line drawings, halftones, and line/halftone combinations given 

below): 

EPS (or PDF): Vector drawings, embed all used fonts. 

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi. 

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 

1000 dpi. 

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a 

minimum of 500 dpi. 

 

Please do not: 

 

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically 

have a low number of pixels and limited set of colors; 

• Supply files that are too low in resolution; 

• Submit graphics that are disproportionately large for the content. 

 

Color artwork 

 

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF) 

or MS Office files) and with the correct resolution. If, together with your accepted article, you 

submit usable color figures then Elsevier will ensure, at no additional charge, that these figures 
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will appear in color online (e.g., ScienceDirect and other sites) in addition to color reproduction 

in print. Further information on the preparation of electronic artwork. 

 

Figure captions 

 

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. 

A caption should comprise a brief title (not on the figure itself) and a description of the 

illustration. Keep text in the illustrations themselves to a minimum but explain all symbols and 

abbreviations used. 

 

Tables 

 

Please submit tables as editable text and not as images. Tables can be placed either next to the 

relevant text in the article, or on separate page(s) at the end. Number tables consecutively in 

accordance with their appearance in the text and place any table notes below the table body. Be 

sparing in the use of tables and ensure that the data presented in them do not duplicate results 

described elsewhere in the article. Please avoid using vertical rules and shading in table cells. 

 

References 

 

Citation in text 

 

Please ensure that every reference cited in the text is also present in the reference list (and vice 

versa). Any references cited in the abstract must be given in full. Unpublished results and 

personal communications are not recommended in the reference list, but may be mentioned in 

the text. If these references are included in the reference list they should follow the standard 

reference style of the journal and should include a substitution of the publication date with 

either 'Unpublished results' or 'Personal communication'. Citation of a reference as 'in press' 

implies that the item has been accepted for publication. 

 

Reference links 

 

Increased discoverability of research and high quality peer review are ensured by online links 

to the sources cited. In order to allow us to create links to abstracting and indexing services, 
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such as Scopus, CrossRef and PubMed, please ensure that data provided in the references are 

correct. Please note that incorrect surnames, journal/book titles, publication year and pagination 

may prevent link creation. When copying references, please be careful as they may already 

contain errors. Use of the DOI is highly encouraged. 

A DOI is guaranteed never to change, so you can use it as a permanent link to any electronic 

article. An example of a citation using DOI for an article not yet in an issue is: VanDecar J.C., 

Russo R.M., James D.E., Ambeh W.B., Franke M. (2003). Aseismic continuation of the Lesser 

Antilles slab beneath northeastern Venezuela. Journal of Geophysical Research, 

https://doi.org/10.1029/2001JB000884. Please note the format of such citations should be in 

the same style as all other references in the paper. 

 

Web references 

 

As a minimum, the full URL should be given and the date when the reference was last accessed. 

Any further information, if known (DOI, author names, dates, reference to a source publication, 

etc.), should also be given. Web references can be listed separately (e.g., after the reference list) 

under a different heading if desired, or can be included in the reference list. 

 

Data references 

 

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing 

them in your text and including a data reference in your Reference List. Data references should 

include the following elements: author name(s), dataset title, data repository, version (where 

available), year, and global persistent identifier. Add [dataset] immediately before the reference 

so we can properly identify it as a data reference. The [dataset] identifier will not appear in your 

published article. 

 

References in a special issue 

 

Please ensure that the words 'this issue' are added to any references in the list (and any citations 

in the text) to other articles in the same Special Issue. 

 

Reference management software 
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Most Elsevier journals have their reference template available in many of the most popular 

reference management software products. These include all products that support Citation Style 

Language styles, such as Mendeley. Using citation plug-ins from these products, authors only 

need to select the appropriate journal template when preparing their article, after which citations 

and bibliographies will be automatically formatted in the journal's style. If no template is yet 

available for this journal, please follow the format of the sample references and citations as 

shown in this Guide. If you use reference management software, please ensure that you remove 

all field codes before submitting the electronic manuscript. More information on how to remove 

field codes from different reference management software. 

 

Users of Mendeley Desktop can easily install the reference style for this journal by clicking the 

following link: 

http://open.mendeley.com/use-citation-style/american-journal-of-orthodontics-and-

dentofacial-orthopedics 

When preparing your manuscript, you will then be able to select this style using the Mendeley 

plug-ins for Microsoft Word or LibreOffice. 

 

Reference style 

 

Text: Indicate references by superscript numbers in the text. The actual authors can be 

referred to, but the reference number(s) must always be given. 

List: Number the references in the list in the order in which they appear in the text. 

Examples: 

Reference to a journal publication: 

1. Van der Geer J, Hanraads JAJ, Lupton RA. The art of writing a scientific article. Sci 

Commun 2010;16351-9. 

Reference to a book: 

2. Strunk Jr W, White EB. The elements of style. 4th ed. New York: Longman; 2000. 

Reference to a chapter in an edited book: 

3. Mettam GR, Adams LB. How to prepare an electronic version of your article. In: Jones BS, 

Smith RZ, editors. Introduction to the electronic age. New York: E-Publishing Inc; 2009. p. 

281-304. 

Note shortened form for last page number. e.g., 51-9, and that for more than 6 authors the first 
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6 should be listed followed by 'et al.' For further details you are referred to 'Uniform 

Requirements for Manuscripts submitted to Biomedical Journals' (J Am Med Assoc 

1997;277:927–34) (see also http://www.nlm.nih.gov/bsd/uniform_requirements.html). 
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ANEXO 2 - Parecer consubstanciado do Comitê de Ética. 
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APÊNDICE 1 – QUESTIONÁRIO ENVIADO AOS PAIS 

Agradecemos por estar participando da nossa pesquisa! As avaliações fonoaudiológicas e 
odontológicas dos alunos na Escola já iniciaram. Agora estamos enviando um novo 

questionário para ser preenchido e contamos com sua colaboração. Algumas questões se 
repetem, pois alguns pais esqueceram de responder as mesmas no questionário anterior. 

Qualquer dúvida, entre em contato conosco: 55 9949 1938 (Vivo) – Luana. 
 
1) Nome da criança: _________________________________________________________ 

2) Telefone: ________________________________________________________________ 

3) Turma: ____________ 

4) Você considera seu filho(a) da raça:  (    ) branca (     ) negra (     ) mulato   (    )outro 

(oriental, índio) 

5) No mês passado, quanto receberam em Reais, juntas, todas as pessoas que moram na 

sua casa? (incluindo salários, bolsa família, pensão, aposentadoria e outros 

rendimentos)_______________  

6) Quantos cômodos tem a casa (exceto/menos banheiro)? _________ 

7) Quantas pessoas, incluindo o Sr(a), moram na casa?________ 

8) O pai trabalha? (   ) sim    (   ) não 

9) A mãe trabalha? (   ) sim (   ) não 

10) A mãe estudou até: (  )não estudou; (  )1º grau incompleto; (  )1º grau completo; 

(  )2º grau incompleto; (  )2º grau completo; (  )3º grau incompleto; (  )3º grau completo 

11) O pai estudou até: (  )não estudou; (  )1º grau incompleto; (  )1º grau completo; 

(  )2º grau incompleto; (  )2º grau completo; (  )3º grau incompleto; (  )3º grau completo 

12) Seu filho (a) usou MAMADEIRA? ( ) Sim, iniciou com que idade? _________ parou com 

que idade?__________   (   ) Não  (  ) ainda usa 

13) Seu filho (a) usou CHUPETA? ( ) Sim, iniciou com que idade? _________ parou com 

que idade?__________   (   ) Não  (  ) ainda usa 

13) Seu filho (a) CHUPOU DEDO? ( ) Sim, iniciou com que idade? _________ parou com 

que idade?__________   (   ) Não  (  ) ainda chupa 
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14) Seu filho (a) MAMOU NO PEITO (SEIO MATERNO)? ( ) Sim, iniciou com que idade? 

_________ parou com que idade?__________   (   ) Não  (  ) ainda mama 

15) Seu filho (a)  RONCA quando está dormindo? (  ) Sim, sempre (todas as noites ou quase 

todas as noites) ( ) Não  (  ) Sim, às vezes. 

16) Seu filho BABA NO TRAVESSEIRO? (  ) Sim, sempre (todas as noites ou quase todas 

as noites)  

( ) Não  (  ) Sim, às vezes. 

17) Seu filho fica com a BOCA ABERTA AO LONGO DO DIA? (  ) Sim, sempre que eu 

olho pra ele 

(  ) Não  (  ) Sim, às vezes, na metade das vezes que eu vejo 

18) Seu filho fica com BOCA ABERTA ENQUANTO DORME? (  ) Sim, sempre  (  ) Não  

(  ) Sim, às vezes, somente quando está com o nariz “trancado” 

19) Seu filho tem o hábito de RANGER OS DENTES quando está dormindo?  (  ) Sim, 

sempre (todas as noites ou quase todas as noites) ( ) Não  (  ) Sim, às vezes 

20) Seu filho(a) procurou o dentista nos últimos 6 meses? (  ) Sim  (   )  Não 

21) Quando foi a última visita ao dentista? (   ) até 3 meses   (   ) 3 a 6 meses    

(   ) 6 meses a 1 ano   (  ) mais que 1 ano (   ) nunca visitou 

22) Motivo da última consulta:  

(   ) dor de dente 

(   ) dor na boca    

(   ) batidas e quedas     

(   ) exame e rotina     

(   ) outros:__________________________________________________________________ 

23) Tipo de serviço que você levou seu filho(a) na última consulta: 

(   ) dentista particular   

(   ) dentista público (posto de saúde, faculdade, escola) 

24) Você diria que a saúde dos dentes, lábios, maxilares e boca do seu filho(a) é:   

(    ) Excelente    (    ) Muito boa     (    ) Boa     (    ) Regular   (    ) Ruim 



51 
 

 

25) Comparando com as outras crianças que seu filho(a) convive, você diria que a saúde 

dos dentes, lábios, maxilares e boca do seu filho(a) é: 

(   )Melhor que a deles  (   )Pior que a deles  (   )Igual a deles 

26) O senhor(a) visitou algum amigo (ou vizinho) ou algum amigo seu (ou vizinho) visitou 

o senhor(a) nos últimos 12 meses? 

(  ) Não    (  ) Sim, menos de uma vez por mês    (  ) Sim, pelo menos uma vez por mês      (  ) 

Sim, mais de uma vez por mês pelo menos 
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APÊNDICE 2 - PROTOCOLO DE AVALIAÇÃO MIOFUNCIONAL 

Ficha&de&Avaliação&Miofuncional&
!

Nome:______________________________________________________!
Data:!____/____/____!!!!Idade:!__________!Escola:!______!Turma:____!
!
APARÊNCIA&E&CONDIÇÃO&POSTURAL/POSIÇÃO&
Condição&Postural&dos&Lábios& Escores&
Oclusão!normal!dos!lábios! Normal! (3)!
Oclusão!dos!lábios!com!tensão! Atividade!aumentada!dos!lábios!e!Mm.!

Mentual!
(2)!

Ausência!de!oclusão!labial! Disfunção!leve!(entreabertos)! (2)!
Disfunção!severa!(totalmente!abertos)! (1)!

Postura&vertical&da&mandíbula& !
Postural!normal! Mantém!espaço!funcional!livre! (3)!
Oclusão!dos!dentes! Sem!espaço!funcional!livre! (2)!
Boca!aberta! Disfunção!leve! (2)!
Excessiva!abertura!de!boca! Disfunção!severa! (1)!
Aparência&de&bochechas& !
Normal! ! (3)!
Volume!aumentado!ou!flácida/arqueadas! Leve! (2)!
! Severa! (1)!
Aparência&da&face& !
Simetria!entre!os!lados!D/E! Normal! (3)!
Assimetria!
Lado!aumentado:!!(!!!)!D!!!(!!)E!

Leve! (2)!
Severa! (1)!

Posição&da&língua! !
Contida!na!cavidade!oral! Normal! (3)!
Interposta!aos!arcos!dentários! Adaptação!ou!disfunção! (2)!

Protruída!em!excesso! (1)!
Aparência&do&palato&duro& !
Largura!adequada! Normal! (3)!
Largura!diminuída!(estreito)! Leve! (2)!
! Severo! (1)!
Profundidade&palato&duro&(MBGR):!!(!)adequada!!(!)reduzida!(baixo)!!(!)aumentada!(alto)&
Largura&do&palato&duro&(MBGR):&&(!)adequada!!(!)aumentada!(larga)!!(!)reduzida!(estreita)!
MOBILIDADE&
DESEMPENHO& MOVIMENTOS&LABIAIS&

Protrusão& Retração& Lateralidade&D& Lateralidade&E& Escores&
Preciso! (3)! (3)! (3)! (3)! &
Falta!de!precisão/tremor! (2)! (2)! (2)! (2)! &

Inabilidade!Severa! (1)! (1)! (1)! (1)! &

Somatória&máxima=12& Somatória:&
Estalar&protruidos&
Estalar&Retraídos&

(!!)Preciso!
(!!)!Preciso!

(!!)Falta!de!precisão/tremor!
(!!)!Falta!de!precisão/tremor!

(!!)!Inabilidade!Severa!
(!!)!Inabilidade!Severa!

&
DESEMPENHO& MOVIMENTOS&DA&LINGUA&&

Protruir& Retrair& Lateral&D& Lateral&E& Elevar& Abaixar& Escores&
Preciso! (3)! (3)! (3)! (3)! (3)! (3)! &
Falta!de!
precisão/tremor!

(2)! (2)! (2)! (2)! (2)! (2)! &

Inabilidade!Severa! (1)! (1)! (1)! (1)! (1)! (1)! &
Somatória&Máxima=18& Somatória:&
Estalar&o&ápice& (!!)Preciso! (!)Falta!de!

precisão/tremor!
(!!)!Inabilidade!Severa!

Sugar&língua&no&
palato&

(!!)Preciso! (!)Falta!de!
precisão/tremor!

(!!)!Inabilidade!Severa!

Vibrar& (!!)Preciso! (!)Falta!de!
precisão/tremor!

(!!)!Inabilidade!Severa!

&
DESEMPENHO& MOVIMENTOS&DE&MANDÍBULA&

Abaixar& Elevar& Lateral&D& Lateral&E& Protruir& Escores&
Preciso! (3)! (3)! (3)! (3)! (3)! &
Falta!de!
precisão/desvio!

(2)! (2)! (2)! (2)! (2)! &

Inabilidade!Severa! (1)! (1)! (1)! (1)! (1)! &
Somatória&Máxima=15& Somatória:&

&
DESEMPENHO& MOVIMENTOS&DE&BOCHECHAS&

Inflar& Sugar& Retrair& Lateralizar&o&ar& Escores&
Preciso! (3)! (3)! (3)! (3)! &
Falta!de!precisão/tremor! (2)! (2)! (2)! (2)! &
Inabilidade!Severa! (1)! (1)! (1)! (1)! &
Somatória&Máxima=12& Somatória:&

FUNÇÕES&&&
Respiração&& & Escore&

Respiração!nasal! Normal! (3)!
Respiração!oronasal! Leve!(ON)! (2)!
! Severa!(O)! (1)!
Possibilidade!de!uso!nasal:!(!!!)!2!min!ou!mais!!(!!)!entre!1!e!2!min!!(!!)!menos!que!1!min!

!

Fala:&automática&–&contagem&de&1&a&20,&dias&da&semana,&meses&do&ano,&alfabeto&(MBGR)&
Omissão& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Substituição& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Distorção& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!

Em!caso!de!distorção:![!!]!interdental!anterior!![!!]!interdental!lateral!!![!!]!ausência!ou!pouca!vibração!do!ápice!!!!!
[!!]!vibração!múltipla!do!ápice![!!]!elevação!do!dorso!![!!]!rebaixamento!do!dorso!![!!]!outras:!!!

Fala:&Nomeação&de&figuras&da&prancha&(MBGR)&
Omissão& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Substituição& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Distorção& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!

Em!caso!de!distorção:![!!]!interdental!anterior!![!!]!interdental!lateral!![!!]!ausência!ou!pouca!vibração!do!ápice!!!!!
[!!]!vibração!múltipla!do!ápice![!!]!elevação!do!dorso!![!!]!rebaixamento!do!dorso![!!]!outras:!

!



53 
 

 

 Ficha&de&Avaliação&Miofuncional&
!

Nome:______________________________________________________!
Data:!____/____/____!!!!Idade:!__________!Escola:!______!Turma:____!
!
APARÊNCIA&E&CONDIÇÃO&POSTURAL/POSIÇÃO&
Condição&Postural&dos&Lábios& Escores&
Oclusão!normal!dos!lábios! Normal! (3)!
Oclusão!dos!lábios!com!tensão! Atividade!aumentada!dos!lábios!e!Mm.!

Mentual!
(2)!

Ausência!de!oclusão!labial! Disfunção!leve!(entreabertos)! (2)!
Disfunção!severa!(totalmente!abertos)! (1)!

Postura&vertical&da&mandíbula& !
Postural!normal! Mantém!espaço!funcional!livre! (3)!
Oclusão!dos!dentes! Sem!espaço!funcional!livre! (2)!
Boca!aberta! Disfunção!leve! (2)!
Excessiva!abertura!de!boca! Disfunção!severa! (1)!
Aparência&de&bochechas& !
Normal! ! (3)!
Volume!aumentado!ou!flácida/arqueadas! Leve! (2)!
! Severa! (1)!
Aparência&da&face& !
Simetria!entre!os!lados!D/E! Normal! (3)!
Assimetria!
Lado!aumentado:!!(!!!)!D!!!(!!)E!

Leve! (2)!
Severa! (1)!

Posição&da&língua! !
Contida!na!cavidade!oral! Normal! (3)!
Interposta!aos!arcos!dentários! Adaptação!ou!disfunção! (2)!

Protruída!em!excesso! (1)!
Aparência&do&palato&duro& !
Largura!adequada! Normal! (3)!
Largura!diminuída!(estreito)! Leve! (2)!
! Severo! (1)!
Profundidade&palato&duro&(MBGR):!!(!)adequada!!(!)reduzida!(baixo)!!(!)aumentada!(alto)&
Largura&do&palato&duro&(MBGR):&&(!)adequada!!(!)aumentada!(larga)!!(!)reduzida!(estreita)!
MOBILIDADE&
DESEMPENHO& MOVIMENTOS&LABIAIS&

Protrusão& Retração& Lateralidade&D& Lateralidade&E& Escores&
Preciso! (3)! (3)! (3)! (3)! &
Falta!de!precisão/tremor! (2)! (2)! (2)! (2)! &

Inabilidade!Severa! (1)! (1)! (1)! (1)! &

Somatória&máxima=12& Somatória:&
Estalar&protruidos&
Estalar&Retraídos&

(!!)Preciso!
(!!)!Preciso!

(!!)Falta!de!precisão/tremor!
(!!)!Falta!de!precisão/tremor!

(!!)!Inabilidade!Severa!
(!!)!Inabilidade!Severa!

&
DESEMPENHO& MOVIMENTOS&DA&LINGUA&&

Protruir& Retrair& Lateral&D& Lateral&E& Elevar& Abaixar& Escores&
Preciso! (3)! (3)! (3)! (3)! (3)! (3)! &
Falta!de!
precisão/tremor!

(2)! (2)! (2)! (2)! (2)! (2)! &

Inabilidade!Severa! (1)! (1)! (1)! (1)! (1)! (1)! &
Somatória&Máxima=18& Somatória:&
Estalar&o&ápice& (!!)Preciso! (!)Falta!de!

precisão/tremor!
(!!)!Inabilidade!Severa!

Sugar&língua&no&
palato&

(!!)Preciso! (!)Falta!de!
precisão/tremor!

(!!)!Inabilidade!Severa!

Vibrar& (!!)Preciso! (!)Falta!de!
precisão/tremor!

(!!)!Inabilidade!Severa!

&
DESEMPENHO& MOVIMENTOS&DE&MANDÍBULA&

Abaixar& Elevar& Lateral&D& Lateral&E& Protruir& Escores&
Preciso! (3)! (3)! (3)! (3)! (3)! &
Falta!de!
precisão/desvio!

(2)! (2)! (2)! (2)! (2)! &

Inabilidade!Severa! (1)! (1)! (1)! (1)! (1)! &
Somatória&Máxima=15& Somatória:&

&
DESEMPENHO& MOVIMENTOS&DE&BOCHECHAS&

Inflar& Sugar& Retrair& Lateralizar&o&ar& Escores&
Preciso! (3)! (3)! (3)! (3)! &
Falta!de!precisão/tremor! (2)! (2)! (2)! (2)! &
Inabilidade!Severa! (1)! (1)! (1)! (1)! &
Somatória&Máxima=12& Somatória:&

FUNÇÕES&&&
Respiração&& & Escore&

Respiração!nasal! Normal! (3)!
Respiração!oronasal! Leve!(ON)! (2)!
! Severa!(O)! (1)!
Possibilidade!de!uso!nasal:!(!!!)!2!min!ou!mais!!(!!)!entre!1!e!2!min!!(!!)!menos!que!1!min!

!

Fala:&automática&–&contagem&de&1&a&20,&dias&da&semana,&meses&do&ano,&alfabeto&(MBGR)&
Omissão& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Substituição& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Distorção& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!

Em!caso!de!distorção:![!!]!interdental!anterior!![!!]!interdental!lateral!!![!!]!ausência!ou!pouca!vibração!do!ápice!!!!!
[!!]!vibração!múltipla!do!ápice![!!]!elevação!do!dorso!![!!]!rebaixamento!do!dorso!![!!]!outras:!!!

Fala:&Nomeação&de&figuras&da&prancha&(MBGR)&
Omissão& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Substituição& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!
Distorção& (!!)!ausente! (!!)!assistemática! (!!)!sistemática! Fone(s):!

Em!caso!de!distorção:![!!]!interdental!anterior!![!!]!interdental!lateral!![!!]!ausência!ou!pouca!vibração!do!ápice!!!!!
[!!]!vibração!múltipla!do!ápice![!!]!elevação!do!dorso!![!!]!rebaixamento!do!dorso![!!]!outras:!

!
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APÊNDICE 3 - FICHA DE AVALIAÇÃO OCLUSAL 

 
 

 

Ficha de avaliação oclusal 
Nome: _________________________________________________    Turma:___________ 
Escola:_________________________________________________ Data: ___/___/_____ 
Avaliador: ______________________________________________  
Período da dentição:  
☐ Mista     ☐ 1o período transitório    ☐ Período intertransitório     ☐ 2o período transitório 
 
Avaliação sagital: 
☐ Classe I    
☐ Classe II  ☐ Divisão 1  ☐ Subdivisão D         
 ☐ Divisão 2  ☐ Subdivisão E         
☐ Classe III   ☐ Subdivisão D          
 ☐ Subdivisão E          
Overjet: _____mm ☐ acentuado (mais que 4 mm)  
(medir nos incisivos) ☐ mordida cruzada anterior (dentes:_______) ☐ com desvio funcional 
 
Avaliação vertical: 
Overbite: _____mm ☐ Mordida aberta   
 ☐ Mordida profunda (mais que 4mm) 
 
Avaliação transversal: 
Em MIH    
☐ Normal    
☐ Mordida cruzada posterior ☐ L ☐ Bilateral  
 ☐ V ☐ Unilateral ☐ Direita 
   ☐ Esquerda 
 

Em RC   
☐ Normal   
☐ Presença de desvio funcional   
☐ Mordida cruzada posterior ☐ Bilateral  
 ☐ Unilateral ☐ Direita 
  ☐ Esquerda 
Avaliação intra-arcos: 
Diastemas Superior Inferior 
 ☐ Presentes ☐ Presentes 
 ☐ Ausentes ☐ Ausentes 
 ☐ não se pode avaliar ☐ não se pode avaliar 
 
Apinhamentos Superior Inferior 
 ☐ Presentes ☐ Presentes 
 ☐ Ausentes ☐ Ausentes 
 ☐ não se pode avaliar ☐ não se pode avaliar 
Perdas dentárias: 

 

Decíduos 
  
  

 

 

Permanentes 
  
  

 
 

Observações (cáries, freios, IPV e ISG): ________________________________________________ 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 


